the cysts range from 3-40 mm, but even relatively small cysts can cause sudden acute hydrocephalus. Occasionally, brain herniation with rapid clinical deterioration and death may result (2) . Colloid cysts originate when ectopic endodermal elements migrate into the velum interpositum during embryogenesis. The cysts are filled with viscous gelatinous material that consists of mucin, blood degradation products, foamy cells, and cholesterol crystals (1).
On CT, the density of the colloid cyst depends on its water content. Though most colloid cysts are hyperdense on CT, onethird are iso-to-hypodense (3). About 50% of colloid cysts are hyperintense on T1-weighted images, and the remainder is either isointense or hypointense with respect to brain on MRI. On T2weighted images, most colloid cysts are hypointense to the brain (1). The paramagnetic effects of the cyst content may be responsible for the low T2 signal intensity. Isointense cysts may be difficult to identify on MR images and may be more easily seen on CT scans.
Surgical treatment of colloid cysts includes three techniques: stereotactic aspiration, endoscopic fenestration, and a microsurgical approach, the latter two are used most frequently. Cyst size, location, and their content affect the success of treatment. Some cysts may be drained completely or partially with stereotactic aspiration (4) .
Although waxing and waning of symptoms due to colloid cysts has been known, radiologic demonstration of rapid change in ventricular size in a period of 24 hours has not been documented to date. Here, we have documented a significant reduction of hydrocephalus in less than 24 hours on CT and MRI imaging, 
